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F 000 INITIAL COMMENTS F 000

This Statement of Deficiencies was generated as 

a result of the annual Medicare re-certification 

survey conducted at your facility on 11/18/08 - 

11/21/08.  The census at the time of the survey 

was 165.  The sample size was 25, including 3 

closed records.

There were no complaints investigated.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state, or local laws.

The following findings were identified:

F 221

SS=D

483.13(a) PHYSICAL RESTRAINTS

The resident has the right to be free from any 

physical restraints imposed for purposes of 

discipline or convenience, and not required to 

treat the resident's medical symptoms.

This REQUIREMENT  is not met as evidenced 

by:

F 221 1/6/09

Based on observation, interview and record 

review, the facility failed to ensure restraints used 

as enablers were assessed, care planned and 

ordered by a physician for 1 of 25 sample 

residents.

Findings include:

On 11/18/08 and 11/19/08, Resident #3 was 

observed transferring in the hallways throughout 

the day in his motorized wheelchair.  The resident 
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was observed with a Velcro strap wrapped 

around his legs and the wheel chair.

On the afternoon of 11/19/08, the unit nurse 

manager indicated that the Velcro strap was used 

to secure Resident #3's feet on the foot rests of 

the wheelchair.  She further indicated that 

Resident #3 had multiple sclerosis and had no 

voluntary movement of his lower legs.  When 

asked if there was a physician order or 

assessment and care plan for the Velcro strap, 

the nurse manager could not find documented 

evidence in the residents medical record.

The admission records revealed Resident #3 was 

admitted to the facility on 2/7/07, with a diagnoses 

of Multiple Sclerosis, debility NOS, and paraplegia 

NOS.  No documentation was in the medical 

record of:

a) A physicians order for the Velcro restraint to 

secure the resident while in the wheelchair; and

b) A care plan or assessments for the risks 

associated with the use of the Velcro strap as an 

enabler.
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